Introduction
Mental disorders are widespread throughout the world 1 . However, there are considerable differences between countries regarding the proportion of recognized and treated mental health problems 2 . In most European countries GPs play an important role in mental health care, because the majority of mental health problems never receive more specialized treatment beyond GP care. The manner in which general practice filters mental health problems is modelled by Goldberg and Huxley, and a modified version of this is shown as Figure 1 3 . A series of cross-cultural studies conducted throughout the world have shown that the model appears applicable in European and most American countries. In Africa and Asia however, the role of the GP is much less pronounced 4 .
In order to gain a better understanding of the differences in the treatment of mental health problems in European countries, all levels and filters in the model are of interest. At level 0, differences in the prevalence of mental disorders in the population may possibly be responsible for variation in treatment. This may originate from dissimilar cultural values, leading to differences in perception, attribution and acceptance of mental health problems. The first filter -help seeking behaviour for mental health problems-may function differently in various countries due to differences in cultural values regarding helpseeking or due to health service characteristics influencing access to care. In general, it has been thought that a gate-keeping system facilitates help seeking in primary care, as the GP is considered the first professional for all health problems, including mental health problems. The second filter -recognition of a mental health problem by the GP-may function differently in separate countries because of variations in GPs' knowledge of their patients or because of variations in available time. In an earlier analysis concerning six of the countries in our current database, we concluded that available time was most abundant in countries with a fee for service system, where competition between GPs was highest 5 . The third filter -referral or treatment by GPagain might be influenced by the payment system. Payment systems that reward treatment of mental disorders by the GP may keep more patients in primary care and lead to lower referral figures than payment systems that have no incentive for treatment by GPs.
Therefore, to understand the mechanisms behind the variation in recognition and treatment of mental disorder between countries, it is critical to study all these levels. The following research questions are put forward:
Are there differences between separate countries: 1) In the degree of distress experienced by patients who visit a doctor (level 0)?
2) In the degree to which feelings of distress are translated into psychological or social symptoms, presented to the GP? (filter 1)
3) In the degree to which patients with feelings of distress are diagnosed with a psychological or social disorder by the GP? (filter 2) 4) In the degree to which patients with a psychosocial diagnosis are treated by the GP? (level 2)
Method

Data collection
Data were collected in general practices in 10 European countries during the period 1997-2000. Between 25 and 43 GPs in each country participated. Each GP collected data on 20 consecutive doctor-patient contacts during consultation hours. Prior to the consultation, patients gave informed consent and completed a brief questionnaire. The consultation was videotaped with a camera installed at a fixed position in the consultation room. After the consultation, patients completed a second questionnaire and the GP registered relevant data.
Samples, recruitment and response
In general, in each country, GPs from a large region or nationwide were invited blindly to participate. Post-hoc analysis revealed that participants were in most respects and in most countries representative for their country. For more details see: vd Brink-Muinen 6 . Patients were asked for informed consent before they entered the study. Refusal to participate was about 20% in the Western European countries and about 8% in the Eastern European countries Psychological and social problems, according to the GPs' registration, were overrepresented in the group who refused to participate. Table I presents some healthcare system characteristics of the 10 countries, participating in this study. Among them are three countries -the Netherlands, Spain and the UK-with a gate-keeping system: patients are obliged to see a general practitioner first, before eventually being referred to specialised care. In these three countries, each patient is registered on a fixed list of a general practice, which they are supposed to visit. In five countries, Estonia, Poland, Romania, Spain and Sweden, GPs had a salary in the period when data were collected. In Belgium, Germany and Switzerland GPs worked on a fee for service basis. In Switzerland GPs are remunerated for giving "psychological help". In the Netherlands, GPs received a capitation fee for patients who were compulsory insured and a fee for service for private patients.
Country characteristics
Variables and instruments
All variables, instruments, scale composition and reliability analysis have been extensively described in vd Brink-Muinen (1999). The following outcome parameters have been used in this study.
Patient
Questionnaire before consultation: -Functional status: Dartmouth COOP WONCA: feelings of distress 7 . People reporting "quite a bit" or "extremely" on feelings of distress were considered to experience "feelings of distress".
-Reasons for GP visit in patients' words (classified in International Classification for Primary Care 8 . Patients presenting reasons for visit, classified as "Psychological" or "Social" were considered to present "symptoms".
Registration by GP at patient level:
-Diagnosis by the GP (coded in ICPC). Patients diagnosed within the chapters "Psychological" or "Social" were considered to have been given a psychosocial diagnosis.
-Prescription of medication in combination with a P/Z diagnosis was considered a psychopharmacological prescription.
General Practitioner
Doctor-patient interaction
Observation by Roter's Interaction Analysis System, measuring a.o.
-Verbal instrumental behaviour (questions, information-giving, counselling, advising) on psychosocial topics (mood, feelings).
Analysis
Differences between countries were assessed with one-way ANOVA and post hoc multiple comparisons with Bonferoni modification.
Possible confounding effects of patient and GP characteristics were assessed using Multi [9] [10] [11] [12] [13] [14] Regarding filter 1 -presenting psychosocial symptoms-), the same patient characteristics together with the importance attached by the patient to psychosocial help, familiarity with the GP, and GP's age and gender were controlled for. Differences between countries regarding filter 2 (GP's diagnosis) were tested with the patient characteristics and GP characteristics used in the former analysis, together with the GP characteristic "psychosocial task perception" and the following aspects of doctor-patient communication: psychosocial talk by GP, affective behaviour by GP, interest/concern, friendliness, eye contact and consultation length [15] [16] [17] [18] [19] .
Differences between countries regarding treatment were tested, controlling for all patient and GP characteristics and the enabling communication aspects: interest/ concern, friendliness, eye contact and consultation length.
Results
The mechanism of the filters in different countries is demonstrated in Figure 1 .21% of patients (N = 956), visiting a GP, report feelings of distress. 15% of these patients (N = 143) present psychological or social symptoms to their GP. As a result, 3.2% of the patients who visit a GP are distressed and present psychological symptoms. Of those who present symptoms, 82% receive a psychosocial diagnosis as well, which means that 2.6% of the distressed patients presenting with symptoms are diagnosed by the GP.
GPs do not limit their psychosocial diagnoses to those who present with psychological symptoms. For instance, because of earlier experiences with the patient they may consider a psychological diagnosis appropriate while the patient presents with somatic symptoms. Therefore, the total proportion of distressed patients with a psychosocial diagnosis from their GP is higher: 6.7%. As can be seen, there is variation between the countries at all levels. Variation increases from 15%-28% at level 0 (Prevalence in visiting population), to 0%-29% at filter 1 (presentation of symptoms) and 3%-15% at filter 2 (diagnosis by GP)
Research question 1: Psychosocial Distress in the population, attending general practice (Level 0)
Differences in feeling of distress between countries are relatively small but significant -analysis of variance reveals a leading position for Rumania and the UK with more than 25% of attending patients indicating feelings of distress, and Poland at the bottom with less than 15% who feel distressed. The other countries occupy a middle position with about 20% of distressed patients. (F = 23.25, df = 9; 4469, p < .001). Besides these country effects, multi-level analysis indicates higher risks for women and people living alone in all countries (see Table II )
Research question 2: Help-seeking for psychosocial distress (Filter 1)
Filter 1, the decision to seek help for psychological distress, is expressed by the proportion of those who experience distress that actually present psychosocial symptoms to their GP.
There are clear and significant differences between the Eastern European countries with less than 5% of distressed patients presenting with psychosocial symptoms, Belgium and Germany with about 15% presenting psychosocial symptoms and the remaining countries, with 20-30% of distressed patients presenting their symptoms. (F = 8.155; df = 9; 946; p < .001). In all countries, older patients and those who attach importance to a GP discussing psychological matters have significantly higher odds in favour of expressing their psychosocial symptoms when they feel distressed (Table II) .
Research question 3: Patients with a psychological or social diagnosis (Filter 2, detection by GP)
Less than 60% of patients who present with psychosocial symptoms are diagnosed as such in Belgium and Spain. In the other countries, between 75% and 100% of the patients presenting with psychosocial symptoms were given a psychosocial diagnosis. Significant differences can be found between Belgium and Spain on the one hand and the Table. ** GP variables "age", "gender", psychosocial task perception", "perceived role of psychosocial factors" were included in the final model but were not significant. The only patient characteristic increasing the odds of a psychosocial diagnosis is the importance attached by the patient to psychological issues (Table II) . On the other hand, patients who are better known to the GP have less chances of being given a psychosocial diagnosis. None of the GP characteristics in the analysis contributed to the odds of a psychosocial diagnosis, although psychosocial task perception had an effect before controlling for "country". Psychosocial diagnoses occur more frequently in consultations with much discussion of psychological topics, in consultations with more eye contact and in longer consultations.
Research question 4: Treatment of distressed patients by GP (Level 3)
An important aspect of treatment for psychological or social problems is informationgiving about the disorder and counselling.
When consultations of all distressed patients are considered, GPs in the Netherlands and Switzerland devote more attention during the consultation to psychosocial topics than GPs in Germany, the UK and the Eastern European countries. (F = 10.81; df = 9, 946; p < .001).
In general, there is slightly more attention for psychosocial topics during the consultation when patients have presented psychosocial symptoms or when the GP has made a psychosocial diagnosis than when all consultations of distressed patients are taken together but such an increase is only visible in some countries: the Netherlands, Poland, Sweden and Switzerland. In other countries, it does not make a difference in time devoted to psychosocial topics, whether psychosocial problems were added to the agenda by patient or GP.
Communication in consultations with psychosocial information goes along with more affective talk (showing empathy), longer consultations and more eye contact.
A final aspect of treatment of patients with psychological problems is the prescription of psychopharmacological medicine. About 10% of all patients who feel distressed are given a prescription for their psychosocial problem. In the Netherlands and the UK this treatment is significantly more frequently given (in 20% of the cases) than in the Eastern European countries (less than 5% of the cases). When patients present symptoms or the GP makes a psychosocial diagnosis, 31% are treated with pharmaceutical treatment, again most frequently in the Netherlands and the UK.
Discussion and conclusion
Our analyses reveal that in all countries selective filters are a strong influence on the pathway from demand for help via diagnosis to effective mental health care. The relative differences between countries regarding the prevalence of mental distress (the "point of departure") remain below a factor 2. When we consider the next coming filters, the relative differences between countries, regarding the proportions of those who present symptoms, who are diagnosed or who are treated is a multiple of that factor, rising to 1:5 and higher.
It appears that a certain group of patients is diagnosed with a psychological diagnosis without having put forward a psychological symptom or request for help, and in some countries, psychological treatment seems hardly dependent on the presence of symptoms or a diagnosis.
The first filter, help-seeking behaviour, is especially potent in the Eastern European countries from our sample, where 5 percent or less of patients who experience mental distress translate that distress into psychological or social symptoms. The countries where general practice is the natural place for first contact for mental disorder because of the gate-keeping function of general practice, the Netherlands, Spain and the UK, are among the countries with the highest proportion of help-seeking behaviour. But a gate-keeping system does not seem to be a necessary condition, because helpseeking behaviour is frequently seen in Sweden and Switzerland as well.
Regarding the degree to which GPs make psychological or social diagnoses, again, a gate-keeping system seems at least a facilitator. In gate-keeping countries like the UK and the Netherlands, a relatively large proportion of distressed patients get a psychosocial diagnosis; by contrast, in non-gate-keeping countries in Eastern Europe and Belgium the proportion is low. Again, Switzerland is higher than expected, although the remuneration of psychotherapeutic sessions for Swiss GPs might explain their position.
A remarkable finding concerning psychosocial counselling and information giving is the relatively low position of the UK.
Compared with others, British patients are not very reserved in putting forward psychosocial symptoms and British GPs are among the most eager to make psychosocial diagnoses. However, the proportion of distressed patients addressed by the GP in a psychosocial way is low, compared to other countries, such as the Netherlands and Switzerland. Apparently, prescription of psychopharmacological medicine, which we found to be relatively high in the UK and maybe the use of counsellors (no data available) can explain the relatively low position of the UK in this respect.
Psychosocial communication with the patient cannot be considered a gate-keeping issue. In countries without such a system, such as Sweden and Belgium, doctors appear to devote more time to psychosocial information and counselling than doctors in gate-keeping countries like Spain or the UK. In the case of Switzerland, remuneration might be the explanation; in case of Belgium, Switzerland and Sweden, the relatively long consultations (18-20 minutes, average) might be another explanation.
A last feature of treatment is the difference between countries in the pharmaceutical treatment of distressed patients. Medication is given fairly readily in the Netherlands and the UK but hardly at all in Eastern Europe. Doctors in both former countries are among the ones who make a lot of psychosocial diagnoses as well, but that is comparable with Switzerland where the medication rate among patients with a psychosocial diagnosis is low. Maybe remuneration for psychosocial counselling in Switzerland is responsible for a substitution of medication by conversation in that country.
Differences between countries could not be attributed to confounding by patient or GP characteristics. On the other hand, a number of patient and GP characteristics appeared to be effective in all countries; one of these is the importance attached to psychological care given by the GP. Distressed patients who have this attitude are more likely to present psychosocial symptoms and consequently to be diagnosed as such. Communication variables like discussing mood and feelings (showing concern and understanding) and eye contact had the expected effect on diagnosis and psychosocial treatment in all countries 16 . Some characteristics, like GP's task perception , lost their significant effect after control for the country level, because task perception has been demonstrated to differ between gatekeeping and non-gate-keeping countries 20 .
Some of the discrepancies between countries reported in this paper may be due to cultural differences regarding the interpretation of questionnaires or observation protocols. Maybe patients in Western Europe are more accustomed to expressing their feelings of distress in a psychosocial wording than Eastern European patients. However, low scores on symptom presentation were found in Belgium and Germany as well.
Some of our indicators are rather general. For "feeling of distress" 1 item from the COOP-WONCA charts was used. However, the response pattern (21% positive) and the overrepresentation of women and people living alone 9,11 contribute to its validity.
As far as the problem of untreated mental disorder is concerned, different approaches might be useful in different health care systems or countries. General practitioners in Eastern Europe (and in Belgium and Germany as well) should be aware of the fact that many patients, presenting with somatic symptoms, suffer from feelings of mental distress as well. Public mental health education might be of use in these countries, informing the public that distress can be discussed in primary care. The relatively easy access for the demands of mental help in Switzerland, where extra time devoted to counselling is remunerated, might be inspiring for other countries and health care systems. Lastly, although much distress is not presented, and a lot of signals are not received, in countries like Belgium and Sweden, the large amount of available time provides compensation and results in relatively favourable scores in areas such as psychosocial counselling and education.
